A 24-year-old-male was admitted following a car accident.
He was unconscious on the scene and presented with a brief cardiac arrest upon arrival of the medical team. Return of spontaneous circulation was obtained after one minute of CPR. On admission at the hospital he was comatose (Glasgow Coma Score E1 M1 V1) with reactive pupils. Blood pressure was maintained with low doses of noradrenaline. The injuries identified were head trauma (diffuse axonal lesions), spinal injury (fracture of C1 without displacement but medullary contusion identified on NMR), severe thoracic trauma with multiple rib fractures on the right side and flail chest, haemopneumothorax and lung contusion, and abdominal trauma with retroperioneal haemorrhage due to right kidney laceration. The right pleural space was drained and intracranial pressure was monitored but the patient did not require any other urgent surgical procedure. The patient was haemodynamically stabilised after administration of packed red blood cells, fresh frozen plasma, platelets and tranexamic acid, but he still required moderate doses of noradrenaline for hypotension related to the spinal injury. He had respiratory failure due to spinal injury, lung contusion and ARDS.
Since prophylactic anticoagulation was impossible initially, an Angel ® Catheter was inserted via a left femoral approach on day 1 after admission. It was inserted at the bedside under ultrasound guidance by the attending staff member. The catheter was inserted using the Seldinger technique to 29 cm depth (based on the patient's height of 185 cm) and then deployed by withdrawing the outer sheath. The position was then confirmed by abdominal X-ray showing the tip of the catheter at the level of the first lumbar vertebra.
ICP monitoring was discontinued on day 4. On day 5, prophylactic anticoagulation was initiated. Caval angiography showed the presence of the fully expanded filter and a fully patent vena cava (Figure 1) . The catheter was removed into the sheath and withdrawn without any resistance. On inspection there was no clot present in the filter after removal. On day 5 the patient was fully awake. However weaning from mechanical ventilation was not possible at this time. Tracheostomy was performed on day 10 and spinal surgery was performed on day 15. The patient had a slow improvement in neurological function, with progressive recovery of motor function of the lower limbs initially, followed later by the upper limbs. He was discharged from the ICU on day 56 and transferred to a rehabilitation centre on day 71. 
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